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Lack of major gender-related differences in patients undergoing
elective endovascular or surgical repair of abdominal aortic
aneurysm
Abstract
AIM: The aim of this single center retrospective study was to determine gender-related differences in
patients undergoing repair of aortic aneurysm. METHODS: A total of 296 consecutive patients with an
abdominal aneurysm undergoing elective endovascular or surgical repair was included in the study.
Among these, 24 (8.1%) were females and 272 (91.9%) were males. Demographic and clinical
characteristics as well as laboratory values in terms of any potential gender-specific differences were
compared. RESULTS: Females were significantly older at the time of repair than males. No
gender-related differences were found analysing major clinical and laboratory parameters.
CONCLUSIONS: The clinical and laboratory profile with which males and females present at the time
of elective endovascular or surgical repair for aortic aneurysm is very similar. It does not reveal any
potential gender-specific risk constellation. It eventually remains unclear why the prevalence of aortic
aneurysm is higher in male than in females.
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Abstract 
 
The aim of this single center retrospective study was to determine gender - related 
differences in patients undergoing repair of aortic aneurysm. We included 296 
consecutive patients with an abdominal aneurysm undergoing elective endovascular 
or surgical repair. In this population, 24 (=8.1%) were women and 272 (=91.9%) were 
men. We compared demographic and clinical characteristics as well as laboratory 
values in terms of any potential gender-specific differences. Women were 
significantly older at the time of repair than men. However, we did not find any 
gender-related differences when analysing major clinical and laboratory parameters. 
The clinical and laboratory profile with which men and women present at the time of 
elective endovascular or surgical repair for aortic aneurysm is very similar. It does not 
reveal any potential gender-specific risk constellation. It eventually remains unclear 
why the prevalence of aortic aneurysm is higher in men than in women. 
 
Keywords: aortic aneurysm, gender, risk factors 
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Introduction 
 
There are well established gender-related differences with respect to manifestation 
and frequency of atherosclerotic diseases in almost every part of the vasculature, e. 
g. the coronary, carotid, renal and peripheral arteries. Those differences between 
men and women have also been reported when outcome after interventional or 
surgical treatment for these diseases had been studied.1-4 Aortic aneurysm, by far 
most of which occur in the abdominal aorta, has also been reported to be more 
frequent in men than in women.5 It is also well known that women are older than men 
at the time they undergo repair of abdominal aortic aneurysm (AAA).6-7 Furthermore, 
women were less likely to be selected for operative repair than their male 
counterparts, both for intact and for ruptured AAA.8-10 Fewer women were diagnosed 
with an acute aortic dissection (Type A Stanford classification) in the time window 
between 4 and 24 hours.11 Endoluminal AAA repair in women was found to be 
associated with a less favourable outcome when compared to men.12 Females 
tended to have significantly longer procedures for endovascular aneurysm repair,13 
and, although technical success was equal, early and intermediate clinical success 
rate was lower in female than in male patients.13 Interestingly, mortality rates both at 
one month13 and at 60 days14 after treatment were found to be higher in women than 
in men. Furthermore, the five year relative survival after elective surgery was lower in 
women than in men.15 The risk of rupture of AAA has been found significantly higher 
in women than in men.16-17 
However, despite increasing interest in aortic aneurysm, few data exist on gender-
related differences in aortic aneurysm at the time they undergo elective repair. 
Therefore, the aim of this study was to evaluate potential gender-related differences 
in patients just at the time they undergo repair of aortic aneurysm at our institution. 
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To this end, we studied the prevalence of risk factors and other demographic, clinical 
and laboratory characteristics in women and men, at the time they had to undergo 
elective surgical or catheter-based endovascular (interventional) repair of abdominal 
aortic aneurysm. 
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Patients and Methods 
 
We conducted a retrospective study with a total population of 339 patients electively 
admitted for the treatment of aneurysmal disease. Acute patients were not 
considered for this study. All data were obtained from chart review. Seven patients 
with iliacal, femoral, subclavia or lusorial aneurysms were excluded. 36 patients with 
descending thoracic aortic aneurysms were excluded, too. Of the remaining 296 
patients, 24 were women (8.1%) and 272 were men (91.9%). All patients had been 
investigated by abdominal ultrasound, abdominal CT scan and/or angiography. All 
those patients had undergone elective surgical or endovascular repair of aortic 
aneurysm at the University Hospital of Zurich, Switzerland between 1995 and 2003. 
277 patients were treated with an endovascular prosthesis (EAP) (24 women and 
253 men) whereas 19 had a surgical repair (Y-graft) (19 men). Exact anamnestic 
data were carefully collected with special attention paid to concomitant 
cardiovascular risk factors, family history for dilative arteriopathies and other 
important accompanying diseases (coronary artery disease, history of coronary artery 
bypass graft surgery or percutaneous conronary interventions; cerebrovascular 
disease; renal insufficiency; chronic obstructive lung disease). Hyperlipidemia was 
defined as a total serum cholesterol higher than 5.0 mmol/l (fasting). Arterial 
hypertension was defined according to the World Health Organization criteria. A 
careful clinical examination of the lower extremities was performed before surgery or 
endovascular repair, including palpation of peripheral pulses and auscultation of 
bruits. Noninvasive basic assessment of  peripheral artery obstructive disease 
(PAOD) with pulse volume recordings and ankle-brachial pressure measurements by 
Doppler sonography for calculation of the ankle-brachial index (ABI) at rest was also 
performed.  The Fontaine classification was used to determine the severity of PAOD, 
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i. e. stage II (claudication) or stage III (critical limb ischemia with persistently requiring 
regular analgesia for > 2 weeks). 
Laboratory parameters (total cholesterol, HDL- and LDL- cholesterol, triglycerides, 
creatinin, hematocrit and fibrinogen) were determined using established standard 
methods. As high sensitive C-reactive Protein had previously been found to be 
associated with aneurismal size, special attention was paid to this parameter.18 
In order to investigate the possibility of a concomitant popliteal aneurysm, the 
popliteal artery was investigated using a 5-MHz linear ultrasound probe (Acuson XP 
10, Siemens, Mountain View, CA, USA). 
 
Statistical analysis 
In order to compare demographic and clinical characteristics as well as laboratory 
parameters between women and men, the statistical software package Stat View 5.0 
was used. Continuous variables are presented as means, categorical variables as 
percentages. The comparison between female and male patients was done by 
means of unpaired Student’s t test for continuous variables, by using Fisher’s exact 
test for categorical variables. Significance was defined as p<0.05. 
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Results 
 
From the 296 patients with an abdominal aneurysm that entered this study, 24 (= 
8.1%) were women and 272 (= 91.9%) men. In men, the prevalence of aortic 
aneurysm slightly tended to decrease with increasing age, whereas in women, a shift 
towards a higher prevalence in older patients (>75 years old) could be observed 
(Figure 1). 
 
     Figure 1. 
 
All demographic and clinical characteristics of patients with (abdominal) aortic 
aneurysm by gender are summarized in detail in table 1. 
 
     Table 1. 
 
The mean age of women was higher than that of men (78 vs. 72 years, p = 0.009) at 
the time they underwent elective endovascular or surgical repair of their aortic 
aneurysm. Given the actual demographic data of the Swiss population, an 
unsurprising, yet not significant, higher percentage of octogenarians among women 
was found (25 vs. 13%). The mean diameter at the time of admission for repair was 
not different between men and women (5.95 + 1.5 vs. 5.61 + 1.8 cm, n.s.). Treatment 
was endovascular in more than 90% in men. In our cohort, all women were treated 
with the endovascular approach. This is due to the fact that an early intensive 
experience in the interventional treatment of aortic aneurysms had been accumulated 
at our center. Therefore, the endovascular technique was preferred whenever the 
morphology was favourable. 
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The percentage of symptomatic aneurysms was low in both men and women without 
any significant difference. There were more active or previous smokers among men 
than there were among women (p = 0.01). No significant gender-related differences 
were found when other risk factors for cardiovascular disease, such as diabetes 
mellitus, hyperlipidemia (hypercholesterolemia or hypertriglyceridemia), family history 
and hypertension were analysed.  
Furthermore, there was no significant difference in the prevalence of concomitant 
peripheral vascular (p = 0.21) and cardiovascular disease (p=0.22), although the 
latter was considerably more frequent among men than among women. In contrast, 
cerebrovascular disease occurred significantly more often in women than in men (p = 
0.01). 
To assess the possibility of a concomitant occurrence of popliteal aneurysms, duplex 
sonography of the lower extremities was performed in all patients. Indeed, in ten men 
(= 3.7%) with aortic aneurysm a popliteal aneurysm was found, whereas no women 
were found with a popliteal aneurysm. The diameters of the popliteal arteries of both 
sides were significantly larger in men than in women.  
There were no significant gender-related differences with respect to C-reactive 
protein, fibrinogen, creatinin, total cholesterol and triglycerides; only the hematocrit 
was lower in women than in men (table 2). 
 
     Table 2. 
 
Special attention was paid to C-reactive protein, which we further subanalyzed 
according to complications, severe concomitant diseases and symptomatic 
aneurysm. However, also after doing this subanalysis, no significant differences 
regarding gender could be observed (Figure 2). 
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Figure 2. 
  
 9
Discussion 
 
Our study was initiated both by recent findings of gender-related differences in acute 
aortic dissection11 and by the recent observation that female patients have a less 
favourable outcome after endoluminal repair of AAA than their male counterparts.12 
We therefore hypothesized that there might be gender-related differences with 
respect to major demographic, clinical or laboratory parameters in patients with 
chronic aortic aneurysms and all of them awaiting elective repair. This would 
eventually point to, to date not known, possible gender-specific differences in the risk 
constellation for the development of aortic aneurysms and outcome after repair. 
However, based upon a large series of 296 patients, we could not detect any major 
differences between women and men at the time they undergo endovascular or 
surgical repair of aortic aneurysm.  
According to previous reports19-20 we found the prevalence of aortic aneurysm, most 
of which are abdominal aortic aneurysms, higher in men than in women in our study 
cohort. Furthermore, women were older at the time of repair of their aortic aneurysm 
than men, as suggested previously.21 However, this finding may serve as one 
possible explanation for the previously described less favourable late outcome of 
endovascular AAA repair in women. It has been suggested that, as AAAs in women 
are (at least initially) relatively smaller, those aneurysms will take several years 
longer to reach comparable size of aneurysm in a man, eventually necessitating 
repair.16 However, in some way contradictory to this report, but also serving as a 
possible reason for the gender-specific differences in outcome, others have put 
forward that the mean annual growth rate of AAAs is lower in men than in women, 
thereby making it a more severe condition in women.22 
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As we analysed mean aortic diameters only once at the time the patients were 
elected for repair, we cannot make any statement on the dynamics of the growth of 
aneurysm in men and women from our database. 
It is well known that there is a co-incidence of concomitant iliac, femoral, and 
popliteal aneurysms in patients with AAA. However, this primarily affects men. It is 
known that gender affects the wall properties of the popliteal artery, with man usually 
having larger diameter.23 In accordance with previous reports,24 none of the women 
presenting with aortic aneurysm also had a popliteal aneurysm in our study. In the 
same report,24 a positive family history for aneurysmal disease was found in women, 
but not in men, a correlation that we were not able to find in our cohort.  
Increasing evidence suggests that inflammation is an important component in the 
pathophysiological cascade leading to the expansion of aneurysms.25 The hypothesis 
that inflammation is a key factor has further been strengthened by findings that aortic 
aneurysms seem to be an important source of circulating levels of interleukin-6, the 
concentration of which is influenced by genotype which, in turn, predicts future 
cardiovascular mortality.26 Serum high sensitive CRP has been associated with 
aneurysmal size.18 Therefore, CRP has emerged as a marker of AAA, and, 
furthermore, it has been suggested that CRP, produced in vascular tissue, may 
contribute to aneurysm formation. This association could not only be established in 
asymptomatic patients. Higher serum CRP levels were also found in patients with 
symptomatic or ruptured aneurysms when compared with asymptomatic patients.27 
This background tempted us to investigate the possibility that there may be a gender-
specific difference in an inflammatory disposition underlying aortic aneurysm. 
However, both total CRP and CRP levels subdivided by intercurrent complications or 
major concomitant diseases did not differ between men and women. It has, however, 
to be mentioned that we did not measure high sensitive CRP. Potential gender-
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associated differences in the low concentration range of CRP may therefore have 
remained undetected. 
In conclusion, no major gender-related differences in a large cohort of patients could 
be observed at the time they underwent elective endovascular or surgical repair for 
chronic abdominal aortic aneurysms. Apart from being older at the time of repair, 
women with chronic aortic aneurysms do not seem to exhibit different demographic 
and clinical features or any other features detectable by determination of standard 
laboratory parameters when compared with their male counterparts. However, our 
main finding may have been biased by the relatively small number of women that 
were included. A small proof of concept study has previously hinted that an increased 
aortic stiffness in women, but not in men, is associated with smoking.28 However, 
based upon our data, this may only account for a small proportion of cases, if at all. 
Taken together, the mechanisms leading to a higher prevalence of AAA in men, but a 
worse late outcome in women remain to be identified.  
 
Limitations 
Although our results are based on data from a rather large series of 296 patients, this 
study has some limitations. Being an entirely retrospective study, the analysis of 
variables was limited by data availability (i.e. the inclusion of parameters was not 
possible retrospectively). Another limitation, in particular with respect to the overall 
significance of the findings for women, is the small number of female patients. We 
are aware of the fact that only 24 of 296 patients enrolled into our study were women. 
Although the small percentage of women is fully in line with other studies dealing with 
different aspects of abdominal aortic aneurysm, it makes our results somewhat 
difficult to interpret. However, larger populations to be studied within a reasonable 
time frame would necessitate multicenter trials. Furthermore, due to center specific 
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competences, the endovascular approach was the preferred treatment option for the 
vast majority of non acute abdominal aneurysms. This may not be representative 
when compared with other centers. 
 
 
 13
References 
 
 
1 Lansky AJ, Pietras C, Costa RA, Tsuchiya Y, Brodie BR, Cox DA, Aymong 
ED, Stuckey TD, Garcia E, Tcheng JE, Mehran R, Negoita M, Fahy M, Cristea 
E, Turco M, Leon MB, Grines CL, Stone GW. Gender differences in outcomes 
after primary angioplasty versus primary stenting with and without abciximab 
for acute myocardial infarction: results of the controlled abciximab and device 
investigation to lower late angioplasty complications (CADILLAC) trial. 
Circulation 2005; 111:1611-1618. 
 
2  Norman PE, Semmens JB, Lawrence-Brown M, Holman CDJ. The influence of 
gender on outcome following peripheral vascular surgery: a review. 
Cardiovasc Surg 2000; 8:111-115. 
 
3 Sarac TP, Hertzer NR, Mascha EJ, O’Hara PJ, Krajewski LP, Clair DG, Karafa 
MT, Ouriel K. Gender as a primary predictor of outcome after carotid 
endarterectomy. J Vasc Surg 2002; 35:748-753. 
 
4 Abramov D, Tamariz MG, Sever JY, Christakis GT, Bhatnagar G, Heenan AL, 
Goldman BS, Fremes SE. The influence of gender on the outcome of coronary 
artery bypass surgery. Ann Thorac Surg 2000; 70:800-806. 
 
5 Lederle FA, Johnson GR, Wilson SE. Abdominal aortic aneurysm in women. J 
Vasc Surg 2001; 34:122-126. 
 14
6 Sampaio SM, Panneton JM, Mozes GI, Andrews JC, Noel AA, Karla M, Bower 
TC, Cherry KJ, Sullivan T, Gloviczki P. Endovascular abdominal aortic 
aneurysm repair: Does gender matter? Ann Vasc Surg 2004; 18:653-660 
 
7 Brown PM, Sobolev B, Zelt DT. Selective management of abdominal aortic 
aneurysms smaller than 5.0 cm in a prospective sizing program with gender-
specific analysis. J Vasc Surg 2003; 38:762-765. 
 
8 Katz DJ, Stanley JC, Zelenock GB. Gender differences in abdominal aortic 
aneurysm prevalence, treatment, and outcome. J Vasc Surg 1997; 25:561-
568. 
 
9 Dueck AD, Johnston KW, Alter D, Laupacis A, Kucey DS. Predictors of repair 
and effect of gender on treatment of ruptured abdominal aortic aneurysm. J 
Vasc Surg 2004; 39:784-787. 
 
10 Evans SM, Adam DJ, Bradbury AW. The influence of gender on outcome after 
ruptured abdominal aortic aneurysm. J Vasc Surg 2000; 32:258-262. 
 
11 Nienaber CA, Fattori R, Mehta RH, Richartz BM, Evangelista A, Petzsch M, 
Cooper JV, Januzzi JL, Ince H, Sechtem U, Bossone E, Fang J, Smith DE, 
Isselbacher EM, Pape LA, Eagle KA. International Registry of Acute Aortic 
Dissection. Gender-related differences in acute aortic dissection. Circulation 
2004; 109:3014-3021. 
 
 15
12 Parlani G, Verzini F, Zannetti S, de Rango P, Lenti M, Lupattelli L, Cao P. 
Does gender influence outcome of AAA endoluminal repair? Eur J Vasc 
Endovasc Surg 2003; 26:69-73. 
   
13 Nordness PJ, Carter G, Tonnessen B, Sternbergh WC, Money SR. The effect 
of gender on early and intermediate results of endovascular aneurysm repair. 
Ann Vasc Surg. 2003; 17:615-621. 
 
14 Stenbaek J, Granath F, Swedenborg J. Outcome after abdominal aortic 
aneurysm repair. Difference between men and women. Eur J Vasc Endovasc 
Surg 2004; 28:47-51. 
 
15 Norman PE, Semmens JB, Lawrence-Brown MMD, d’Arcy C, Holman J. Long 
term relative survival after surgery for abdominal aortic aneurysm in Western 
Australia: population based study. Br Med J 1998; 317:852-856.  
 
16 Brown PM, Zelt DT, Sobolev B. The risk of rupture in untreated aneurysms: 
The impact of size, gender, and expansion rate. J Vasc Surg 2003; 37:280-
284. 
 
17  Brown LC, Powell JT, for the U.K. Small Aneurysm Trial Participants. Risk 
factors for aneurysm rupture in patients kept under ultrasound surveillance. 
Ann Surg 1999; 230:289-297. 
 
18 Vainas T, Lubbers T, Stassen FRM, Herngreen SB, van Dieijen-Visser MP, 
Bruggeman CA, Kitslaar PJE, Schurink GWH. Serum C-reactive protein level 
 16
is associated with abdominal aortic aneurysm size and may be produced by 
aneurysmal tissue. Circulation 2003; 107:1103-1105. 
  
19 Singh K, Bonaa KH, Jacobsen BK, Bjork L, Solberg S. Prevalence of and risk 
factors for abdominal aortic aneurysms in a population-based study. The 
Tromsø study. Am J Epidemiol 2001; 154:236-244. 
 
20  Cornuz J, Pinto CS, Tevaearai H, Egger M. Risk factors for asymptomatic 
abdominal aortic aneurysm. Systematic review and meta-analysis of 
population-based screening studies. Eur J of Publ Health 2004; 14:343-349. 
  
21  Ouriel K, Greenberg RK, Clair DG, O’Hara PJ, Srivastava SD, Lyden SP, 
Sarac TP, Sampram E, Butler B. Endovascular aneurysm repair: Gender-
specific results. J Vasc Surg 2003; 38:93-98. 
  
22 Solberg S, Singh K, Wilsgaard T, Jacobsen BK. Increased growth rate of 
abdominal aortic aneurysms in women. The Tromsø study. Eur J Vasc 
Endovasc Surg 2005; 29:145-149. 
 
23 Debasso R, Astrand H, Bjarnegard N, Ryden Ahlgren A, Sandgren T, Länne T. 
The popliteal artery, an unusual muscular artery with wall properties similar to 
the aorta: implications for susceptibility to aneurysm formation? J Vasc Surg 
2004; 39: 836-842. 
 
 17
24 Diwan A, Sarkar R, Stanley JC, Zelenock GB, Wakefield TW. Incidence of 
femoral and popliteal artery aneurysms in patients with abdominal aortic 
aneurysms. J Vasc Surg 2000; 31:863-869. 
 
25 Shah PK. Inflammation, metalloproteinases, and increased proteolysis: an 
emerging pathological paradigm in aortic aneurysm. Circulation 1997; 96: 
2115-2117. 
 
26 Jones KG, Brull DJ, Brown LC, Sian M, Greenhalgh RM, Humphries SE, 
Powell JT. Interleukin-6 (IL-6) and the prognosis of abdominal aortic 
aneurysms. Circulation 2001; 103:2260-2265. 
 
27 Domanovits H, Schillinger M, Müllner M, Hölzenbein T, Janata K, Bayegan K, 
Laggner AN. Acute phase reactants in patients with abdominal aortic 
aneurysm. Atherosclerosis 2002; 163:297-302. 
 
28 Sonesson B, Ahlgren AR, Lazer L, Länne T. Does long-term smoking affect 
aortic stiffness more in women than in men? Clin Physiol 1997; 17:439-447. 
 18
Figure legends: 
 
Figure 1:  
Proportion of men versus women in different age groups. 
 
 
Figure 2:  
Values for C-reactive Protein in patients without (panel A) and with complications 
(panel B). Complications were defined as ruptured aneurysm, severe concomitant 
disease or symptomatic aneurysm. n.s., not significant. 
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 Table 1. Demographic and clinical characteristics of patients with aortic aneurysm undergoing repair as 
differentiated by gender 
  
  
Variable Overall Men Women P
  
  
n (%) 296 (100) 272 (91.89) 24 (8.11) 
Age (years) 72.66 (±7.58) 72.01 (±7.47) 78.5 (±6.17) 0.0095
Height (m) 1.73 (±0.07) 1.74 (±0.06) 1.61 (±0.08) <0.0001
Weight (kg) 77.62 (± 12.27) 78.62 (±11.38) 67.25 (±16.28) <0.0001
Body mass index (kg/m2) 25.96 (±3.89) 25.89 (±3.65) 26.71 (±6.05) 0.3826
“Octogenarian” 42 (14.2) 36 (13.2) 6 (25.0) 0.2232
Hypertension 201 (67.9) 184 (67.6) 17 (70.8) 0.9503
Smoking  0.0152
     Currrent smokers 107 (36.1) 101 (37.1) 6 (25.0) 
     Previous smokers 104 (35.1) 98 (36.0) 6 (25.0) 
     No smokers (or not known)  57 (19.3) 47 (17.3) 10 (41.6) 
Family history 23 (7.8) 22 (8.1) 1 (4.2) 0.7579
Diabetes mellitus 39 (13.2) 38 (14.0) 1 (4.2) 0.2851
Hypercholesterolemia 120 (40.5) 114 (41.9) 6 (25.0) 0.4555
Hypertriglyceridemia 93 (31.4) 90 (33.1) 3 (12.5) 0.1503
COPD, chronic bronchitis 64 (21.6) 59 (21.7) 5 (20.8) 0.9220
Renal insufficiency 61 (20.6) 57 (20.9) 4 (16.7) 0.8144
AAA mean diameter 5.91 (±1.56) 5.95 (±1.54) 5.61 (±1.78) 0.3564
Symptomatic 39 (13.2) 34 (12.5) 5 (20.8) 0.3996
EAP 277 (93.6) 253 (93.0) 24 (100) 0.4454
Y-graft 19 (6.4) 19 (7.0) 0 
Diameters: 
Diameter of popliteal artery  
right  0.89 (±0.40) 0.92 (±0.41)
 
 
0.62 (±0.13) 
 
 
                0.0130
Diameter of the popliteal artery 
left 0.87 (±0.36) 0.89 (±0.36)
 
0.59 (±0.17) 
 
                0.0052
ABI right 1.01 (±0.16) 1.02 (±0.17) 0.97 (±0.09)                 0.3297
ABI left 1.00 (±0.17) 1.01 (±0.18) 0.96 (±0.12)                 0.4103
PAD 120 (40.5) 110 (40.4) 10 (41.6) 0.2155
    stage I 62 (20.9) 54 (19.8) 8 (33.3) 
    stage IIa 39 (13.2) 39 (14.3) 0 
    stage IIb 17 (5.7) 15 (5.5) 2 (8.3) 
    StageIII/IV 2 (0.7) 2 (0.7) 0 
CHD 185 (62.5) 173 (63.6) 12 (50.0) 0.2284
CVD 50 (16.9) 41 (15.1) 9 (37.5) 0.0120
Concomitant popliteal 
aneurysm 
10 (3.4) 10 (3.7) 0 0.5785
Previous CABG or PTCA 52 (17.6) 49 (18.0) 3 (12.5) 0.6585
Hospital period (days) 9.78 (±3.77) 10.07 (±3.77) 6.5 (±1.92) 0.0694
  
  
  
  
  
Values are mean (+SD) or n 
(%); 
 
  
EAP, endoaortal prosthesis; 
ABI, ankle-brachial index; 
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PAD, peripheral arterial 
disease 
CHD, coronary heart disease 
CVD, cerebrovascular disease 
CABG, coronary artery bypass 
graft 
PTCA, percutaneous 
transluminal coronary 
intervention 
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 Table 2. Laboratory values of patients with aortic aneurysm undergoing repair as 
differentiated  by gender 
  
  
Variable Overall Men Women P
  
  
Fibrinogen (mmol/l) 3.62 (±1.46) 3.7 (±1.51) 3.3 (±0.74) 0.3515 
CRP, total (mg/l) 19.54 (±34.12) 19.8 (±34.1) 16.4 (±34.7) 0.6745
CRP, in pts. without  
complications                                      3.73 (±1.86)  3.77 (±1.94)
 
3.33 (0.87) 0.5093
CRP, in pts. with 
complications 29.71 (±41.72) 30.25 (±41.76)
 
22.83 (±42.42) 0.5546
Creatinin (μmol/l)  116.32 (±62.64) 117.3 (±64.5) 103.8 (±29.9) 0.3662
Total cholesterol  (mmol/l) 5.01 (±1.26) 5.0 (±1.3) 4.9 (±1.0) 0.7161
Triglycerides (mmol/l) 1.76 (±1.10) 1.8 (±1.1) 1.4 (±0.61) 0.1759
Hematocrit (%) 39.14 (±5.31) 39.3 (±5.3) 37.2 (±4.8) 0.1064
  
  
Values are mean (+ SD)  
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